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Introduction 
The diagnosis of a congenital arteriovenous mal- 
formation (AVM) can often be made clinically. A puls- 
atile mass, sometimes associated with bruits and 
thrills, in the absence of trauma. A careful history 
and clinical examination, with the aid of a hand-held 
Doppler ultrasound, is essential in the first instance. 1 
Confirmation can then be obtained by tests such as 
duplex Doppler, angiography and CAT or MR scan- 
ning. 2 
Case Report 
A fit, 62-year-old gentleman presented with a large, 
pulsatile mass in the posterior aspect of the left thigh. 
Fig. 1. Posterior approach to right thigh. The tumour mass is c adled between the surgeon's hands. T is mass was excised, preserving 
the sciatic nerve. 
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Fig. 2. The operative field, having excised the tumour mass and the posterior compartment, with preservation f the sciatic nerve. 
This had started to develop 10 years previously, when 
a diagnosis of an AVM was made at another hospital. 
The malformation was subsequently treated by em- 
bolisation on three separate occasions. Despite these 
attempts it continued to enlarge, causing pain and 
sensory deficit in the left leg. 
There was no significant past medical history except 
for a right nephrectomy 12 years previously for clear 
cell carcinoma. 
Angiography showed a large AVM, the majority of 
the feeding vessels having been embolised through 
branches of the profunda femoris artery. In view of 
the unusually defined edges of the lesion, a biopsy was 
performed. This showed extensive venous invasion by 
cells that seemed to be metastatic clear cell carcinoma. 
CAT scanning revealed a tumour involving the entire 
posterior compartment of the thigh and the sciatic 
nerve passed through the lesion. 
He underwent compartectomy of the left thigh (Fig. 
1) with preservation of the sciatic nerve (Fig. 2). He 
made a good recovery from this operation and we 
recommended a course of postoperative radiotherapy 
at the referring hospital. 
There has been no evidence of recurrence since then 
at a follow-up up of 3 years. 
Conclusion 
Treatment of AVMs is difficult, even in the hands of 
experienced clinicians. The success of management 
depends entirely upon the extent and degree of in- 
volvement of the surrounding structures. 3 Although 
embilisation is useful in controlling symptoms and 
necrosing segments of the lesion, ~ recurrence of symp- 
toms and further embolisation is frequently necessary. 
Excisional surgery is only possible in a minority of 
patients and biopsy runs the risk of significant haem- 
orrhage. 5 Failure to obtain a histological diagnosis in 
this patient was, therefore, understandable. However, 
when in doubt because of the past history (renal cell 
carcinoma in this patient) or the appearance of the 
lesion either clinically or radiologically, histology is 
required. 
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